Mode of anesthesia and clinical outcomes of patients undergoing Cesarean delivery for invasive placentation: a retrospective cohort study of 50 consecutive cases.
Invasive placentation is one of the most important causes of postpartum hemorrhage and Cesarean hysterectomies (CHyst). The optimal mode of anesthesia in the management of these patients remains uncertain. The purpose of this study was to review the impact of mode of anesthesia on maternal and neonatal outcomes in women with invasive placentation undergoing Cesarean delivery (CD). A retrospective cohort study was conducted in women with invasive placentation who delivered at our hospital during 2000-2012. Patients' charts and electronic health records were searched for relevant data, including obstetric and anesthetic procedures, blood loss, use of resuscitation fluids, and neonatal and maternal complications. Based on the initial planned mode of anesthesia (i.e., general or regional) for CD, comparisons were made between groups for maternal blood loss and transfusion, respiratory complications, and neonatal Apgar scores. Of the 50 women with confirmed invasive placentation, 25 (50%) underwent elective CD, while the remaining 25 (50%) had unplanned CD; 36 (72%) required CHyst. Surgery for 34 (68%) patients commenced under regional anesthesia (RA), and surgery for 16 (32%) patients commenced under general anesthesia (GA). In women who received GA vs RA, there was no difference in mean (SD) blood loss [3,206 (3,777) mL vs 1,906 (1096) mL, respectively; mean difference, 1,300 mL; 95% confidence interval (CI), -739 to 3,339 mL; P = 0.20] or median [IQR] blood transfusion (4 [0-6] units vs 2 [0-4] units, respectively; median difference, 2 units; 95% CI, 0 to 4 units; P = 0.16). In neonates of women who received only RA before delivery vs those who received GA prior to delivery, significantly higher median [IQR] Apgar scores were observed at both one minute (8 [8-9] vs 3 [0-5], respectively; median difference, 5; 95% CI, 3 to 8; P < 0.001) and five minutes (9 [9-9] vs 7 [0-9], respectively; median difference, 2; 95% CI, 1 to 9; P < 0.001). Postoperative respiratory complications were more common with GA (6%) than with RA (0%) (P = 0.03). Having safely performed two-thirds of our cases of CHyst under RA, our study suggests that RA, when compared with GA, is associated with no differences in blood loss or blood transfusion, superior neonatal outcome, and fewer respiratory complications. This suggests that RA can be considered a primary mode of anesthesia for such cases.